OPM Part Two

Claims Processing Procedures

Addendum A Figures
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Claims Processing Procedures

| Figure 2-1-A-1

DD Form 2520 (Continued)

Rom 9 VA Station Bumber {CHAMPVA saly). Emer the three digit
aumber of the VA Station which innued the identification caed.

Nem $4: Do You Have Other Heskth inewrsnce? i you sre covered
under andther medics! benelits plan or hesith insurance coverage
{ta Include health coverage svatlable through other family
members), check “yes” and supply the name and sddren of the
other health insurer, and what pian oc program you hawe from that
Insurer,

CHAMPUS will not duplicats benefits of any ather health inswrance
plan or program.

o AD Semefidades munt fint submit 3 cleim for reimbursement
W olher medical care inturer, excapt if the other coverage
Is Medicoid. W Medicaid. first submit s0 CHAMPUS. After
receiving on Explanation of Denefis (EO8) or 3 work shest
from tha athar health insurer, BN out and fils 1he
CHAMPUSKNAMPVA claim form, attaching 8 copy of the FOS
o work sheet, being sure 15 complets hems § theough 18 of
the CHAMPUSIONAMPVA deim form.

fom 15: Wpatient/Outpationt Care. Check appropriste space
wccording ot following explenstions:

® Outpationt. Al sligible CHAMPUSICHAMPYA beneficiaries
may chooss Outpatient core from elther civilian, Military or
Public Health Sorvices facifites. A Nonavaliabifity Statement
(DO Form 1251) b not required for outpetient care.

o inpatient. For sdmission to & civilian hespitsl. @
Nonsvailability Statemant (DD Form 1251) Is required by alf
beneficiaries {except CHAMPVA) who live withia the
catchment sres of & Militacy Trestment Facility or &
Unilformed Services Treatment Faclity tformerly Public Heahi
Services Fuciiity). A copy of the Nenavailability Statement
must be sttached 0 sach dhaim relating to the inpatient stay;
Le.. sttach » copy to the surgeoa’s claim, to the
anesthesiclogist’s claim, esc. A Nonsvallablity Statement s
asued by Y Miltary Hospitsl Commander Befere medica)
armisprovided.

o Emergancy Adwission. In the case of 2 bona fide medical
omorgency. s Nonavallabiiity Statement s aot tequired for an

& Outside Gavhment Arss. A Nonavailability Statement is not
sequired for admission © & civilian  hospitsl when the
baneficiarypationt lives ovtside the estchment ares of »
Military Treatment Facility or » Unitormed Services Treatment
Fachity.

¢  Callage nfumary. ANonsveilsbility Statemant s not requived
for inpatiant care in 8 coliege Infirmnsry.

¢ Other encaptions. A Nonavailability Statement is not
roquired for admission % sn approved Skilled Mursing
Faciity, Amidential Treatsent Canter, Specialized Trestment
Fodiity, Ovistian Sclence Ssnetorium, or for services provided
wnder the Partnership Progeam. ’

Mom 15: Signature. very CHAMPUSACHAMEVA clsim must be
signed by the beneficisrypetiant when that beneficiery s 18 or over.
i the beneficary/patient b unshie t0 sigh en hisher own behalf,
referto fact Shaet 12, “How 1o Nie o CHAMPUS Caim " The sponsor
maysign for atvy beneficarpipetiont under 19; or in tha sheenca of
the 1ponsor, the beneficlary/ patient's perent o guardian may sign.
For reasons of privacy, 8 benelidarypatient under 18 mey chooee 10
sign and personally submit the caim.

PHYSIOAN / QTHER PROVIDER INFORMATION

Following ars axplanstions of some of the ems requived when the
physicansother provider complites the cieim ferm. For s mere
detalled expianation of all Remy, refer to Fact Sheat 12, “Yow to File
2 CHAMPUS Claim,” avsilable from your nesrast Uniformed Services
medical facilty, your CHAMPUS contractar, or from OCHAMPUS,
Awrora, Colorsda 80045-8500.

Rem2sh: Place of Servics Codes.

INPATIENT HOSPITAL
OUTPATIENT HOSMTAL
DOCTOX'S OFFICE
PATIENT'S HOME

DAY CARE FACITY (PSY)
NIGHT CARE FADUTY (PSY)
NURSING HOME

SKILLED NURSING FACIITY

-
PR ST T T TN SO T T Y TR B B

BBV AEAUNMGs
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Nom29d: Provider Number. Enter the provid b

the sub-identifier, assigned by the appropriate CHRAMPLS
cantractor,

Rem32: CHAMPUS Pasticipation. (f a provider chooses to
porticipats, check “Yar” in this box. Each provider should cacefully
read the back of the chim form regarding panticipation, and
understand the agreement with the Govamment, and the

[ momhbﬁ'yﬁnan’mdmmm,

Nem1d:  Signature. Emer the signature of the physician or other
provider, ar MaMer suthoriied representstive. I the physican or
other provider completes the caim form, the ferm must be signed
regardiess of whethar or not he/she agrees @ participats s »
CHAMPUS provider. See item 32 on CHAMPLS participation.

IMPORTANT REMINDER

AN information in items 1 through 18 is required to process the CHAMPUS/CHAMPVA dalm form.
Carefully check itam 8, Social Security Numberor VA 1O Number; tem S, kientification Card, and Item 18,
Signature identification. Information must also be on all attachments. Incomplete forms will be
returned for completion. Keep a copy of the daim form and all attachments for your records.
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Claims Processing Procedures

Figure 2-1-A-3 Reserved |
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OPM Part Two

Claims Processing Procedures

Figure 2-1-A-4 Suggested Letter Informing The Beneficiary or
Participating Provider of The Transfer of Claim(s) to
| _ ~ the Correct Contractor

Date of Notice and Transfer:
Beneficiary Name:
Sponsor's Name: -
Social Security Number:
Provider's Name and Address:
Dates of Service:

Dear
Your claim(s) for TRICARE benefits has/have been forwarded to
the contractor having jurisdiction for the area where your services or supplies were
provided. Any questions should be directed to:
| (Name, Address, and Telephone Number of the Contractor responsible for
processing the claim(s))
Your claim(s) for TRICARE benefits has/have been forwarded to
the contractor having jurisdiction for the area of your residence. Any questions should be
directed to:
| ame, Ad Telephone Number of ntractor responsible for

TOCES the claim

Sincerely,

C-124, September 25, 1998 2.1.A-6



Claims Processing Procedures

Figure 2-1-A-5 Suggested Letter Informing the Beneficiary of the
Transfer of Part(s) of Claim(s) to the Correct
Contractor I

Date of Notice and Transfer:
Beneficiary Name:
Sponsor's Name:

Social Security Number:
Provider's Name and Address:
Dates of Service:

Dear

Your claim for multiple providers has been received by our office. The services or
supplies provided within our contract jurisdiction are being processed.

The remainder of the services or supplies on the claim have been forwarded to

, the contractor responsible for the area where the services were provided. |
Since more than one contractor will be processing your claim simultaneously, there is a
possibility an excess deductible will be applied. If this occurs, request an adjustment from

. the processor applying the excess deductible. Include copies of the relevant Explanations |
of Benefits with your request. Any questions should be directed to:

Addr lephon ex(s) of n 0 1

Sincerely,

2.1.A-7 C-124, September 25, 1998



OPM Part Two

Claims Processing Procedures

Figure 2-1-A-6 Suggested Letter Informing the Claimant that Claim
for Active Duty Member has been Forwarded to the
Appropriate Uniformed Service

Date of Notice and Transfer:

Dear

| TRICARE is a medical benefits program provided by the Federal Government to
help pay for civilian medical care provided to spouses and children of active duty
Uniformed Services personnel, to retirees and their spouses and children, and to spouses
and children of deceased active duty and deceased retired personnel. An active duty

I member is not eligible fqr benefits under TRICARE.

Billings for ctvilian medical care provided to active duty members are the
responsibility of the appropriate Uniformed Services. We have forwarded your claim to the
address listed below. Any further questions concerning your claim should be directed to
them.

Sincerely,

CC:

{Active duty service member
if claimant is the provider.)

C-124, September 25, 1998 2.1.A-8
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Claims Processing Procedures

Figure 2-1-A-7  Verification of Eligibility, CHAMPUS Form 88R

DETERMINATION OF ELIGIBILITY/CIVILIAN HEALTH AND MEDICAL PROGRAM OF
THE UNIFORMED SERVICES

PURPOSE: Todetermine eligibility of the patient named hereon 1o receive medical care under the Civilian Health
and Medical Program of the Uniformed Services
REFERENCES: DoD 6010.8-R, OCHAMPUS Manual 6010.24-M, OCHAMPUS Manual 6010.50-M

SECTION | (To be completed only by OCHAMPUS, a Fiscal intermediary, or 8 CHAMPUS Contractor)

1. 10

PATIENT SERVICE MEMBER (Sponsor}
2. NAME {Last, First, Middie initial) 9. NAME (Last, First, Middie Initial) 10. GRADEMATE

20. SOCIAL SECURITY NUMBER

N.SERVICE [*) usa [ usw (] usmc [ usar

3. RELATIONSHIP TOSPONSOR | 4. DATE OF BIRTH )
(if pertinent) (I pertinant) [ s [ s —
12. sTATUS ] acwveoutry [) seTwed [] DECEAsED
5. DATE OF MARRIAGE 6. DATE OF DIVORCE [ matowarcuaro [ meseaves [ vaA
(f perunent) 0f pertinent) [ uskwown [  OTHER (Explainin Block 15)
' 13. SOCIAL SECURITY NUMBER

7. PERIOD OF MEDICAL CARE

¢ X 14. UNIT, POST, BASE OR STATION (AD); HOME ADDRESS (RET)
THRU: .
8. LAST KNOWN ADDRESS . 15. REMARKS
16. REQUESTOR'S SIGNATURE 17. TNLE 18. ORGANIZATION 19. DATE
20. RETURN TO

SECTION |l (To be completed by the verifying organization and returned to address in item 20)
21. PATIENT'S ELIGIBILITY DURING PERIOD SHOWN IN ITEM 7 15 AS FOLLOWS:

3 euGIsLE DURING ENTIRE PERIOD T3 NOTELGBLE (Explain in Block 22)
[  EUGIBLE DURING PART OF PERIOD:  FROM: THRY:
) CANNOT BE DETERMINED FOR REASONS SHOWN IN 8LOCK 22
22. REMARKS
23 SIGNATURE OF VERIFYING OFFICER 24. TME 25. ORGANIZATION 26. DATE
(Sponsor’s sighature not avthorized)
CHAMPUS FORM 88R Previous editions of this form are obiolete {Local Reproduction Authorized)
JUNE 1990

2.1.A-9 C-124, September 25, 1998
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Claims Processing Procedures

Figure 2-1-A-8 Provider's Notarized Facsimile or Stamp Signature
Authorization

State of )
) ss
County of )

being first duly sworn, deposes and says: I

i hereby authorize the Contractor for TRICARE in the State of to accept my facsimile or
stamp signature shown below

(Facsimile, stamp or computer generated signature as it will appear on the
claim form.) ‘ ‘ .

as my true signature for all purposes under TRICARE in the same manner as if it were my
| actual signature, including my agreeing to abide by the TRICARE payment system

concept and the remainder of the certification normally signed by the source of care as it
| appears on all TRICARE claim forms.

Signature

Subscribed and sworn to before me this dayof ___ 19

Notary Public in and for
County, State of

(SEAL)

My Commission expires

C-124, September 25, 1998 2.1.A-10
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Claims Processing Procedures

Figure 2-1-A-9 Provider's Notarized Signature Authorization

State of )

County of )

Know all persons by these presents:

That I, have made, constituted and appointed and by
these presents do make constitute and appoint my true and lawful
attorney-in-fact for me and in my name place and stead to sign my name on claims, for
payment for services provided by me submitted to TRICARE. My signature by my said
attorney-in-fact includes my agreement to abide by the TRICARE payment system concept
and the remainder of the certification appearing on all TRICARE claims forms. I hereby
ratify and confirm all that my said attorney-in-fact shall lawfully do or cause to be done
by virtue of the power granted herein.

In witness whereof I have hereunto set my hand this day of
19___. ,
Signature -
Subscribed and sworn to before me this day of 19
Notary Public in and for

County, State of

(SEAL)
My Commission expires

2.1.A-11 ‘ C-124, September 25, 1998
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Claims Processing Procedures

Figure 2-1-A-10 Nonavailability Statement, DD Form 1251

UNIFORMED SERVICES MEDICAL TREATMENT FACILITY REPORT CONTROL SYMSOL
NONAVAILABILITY STATEMENT (NAS)

Privacy A tatement

AUTHORITY: 44 USC3101,41 CFR 101 et seq., 10 USC 1066 and 1079, and EQ 9397, November 1943 (SSN).

PRINCWAL PURPOSE: To evaluate eligibility for civifan health benefits authorized by 10 USC, Chapter 55, and to issue payment upon
establishment of eligibility and determination that the medical care received is authorized by law. The information is
subject to verification with the appropriate Uniformed Scrvia.

ROUTINE YSE: CHAMPUS and its oontramn use the information to control and process medical claims for payment; 1or r.ontrol and

pp | of medical tr and interface with providers of medical care; to { and P of
vtilization; for review of claims related to possible third pmy hab«lny cases and initiation of recovery actions; and for
referral to Peer Review Committees or similar profi | reviéw organizations to control and review providers’
. medical care.
DISCLOSURE: : Voluntary; however, failure to provide information will result in denisl of, or delay in payment of, the claim.
e e e v -
1. NAS NUMBER (Facility)  (Yr-hdian) (Seq. No.) 2. PRIMARY REASON FOR ISSUANCE (X one)

a. PROPER FACIUTIES ARE TEMPORARILY NOT AVAIWLE iN A SAFE
ORTIMELY MANNER .

: 3. MAJOR DIAGNOSTIC CATEGORY FOR WHICH NAS IS ISSUED b. PROFESSIONAL CAPASILITY IS ramomw uor AVAILABLE IN
: (Use code MM‘"S‘ A SAFE ORTIMELY MANNER

€. PROPER FACIUTIES OR PROFESSIONAL CAPABILITY ARE .
PERMANENTLY NOT AVAILABLE AT THIS FACILITY T

d. T WOULD BE MEDICALLY INAPPROPRIATE TO REQUIRE THE
BENEFICARY TO USE THE MTF (Explain in Remacks)

4. PATIENT DATA

a. NAME mmmm&n b. DATE OF BIRTH (YYMMDD) © SEX

d. ADORESS (Street, City, State, and ZiP Coda) o. PATIENT CATEGORY (Xone). . OTHER NON CHAMPUS HWEALTH
{1)_Dependent of Active Duty INSURANCE (X one)
{2) Dependent of Retiree - (1) Yes, but ohly CHAMPUS
{3) Retiree S Supplemerrtal
{4) Sutvivor (2) Yes (Listin Remarks)
{5} FormerSpouse (3) No

S. SPONSOR DATA (i you marked 4e(3) Retiree above, print “Same ” in 53.) ]

3. NAME (Last, First, Miciofe initial) b. SPONSOR'S OR RETIREE'S SOCIAL SEURITY NO.

§. ISSUNG OFFICIAL DATA

». NAME (Last, First, Middle initial) ) b. TILE

€. SIGNATURE _ d. PAY GRADE e. DATE ISSUED (YYMMDD)

7. REMARKS (indicate biock number to which the answer applies)

o ————
e e eara AT AR F S e S )y = B sy

C-124, September 25, 1998 2.1.A-12
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Figure 2-1-A-10 Nonavailability Statement, DD Form 1251
(Continued)

INSTRUCTIONS TO THE PATIENT
Concerning use by the Civilisn Health and Medical Program of the Uniformed Services (CHAMPUS)

1. The madical un rcqcmud is not available to you at » Uni- 3. In maternity cases, the date of admission is the date when
f d Services Medi acility (USMTF) in this area. the 9:mm cémred into the pnmml care progum' \m;h a civilian
" )

2. This form does NOT guatantes that CHAMPUS will cost share | Sotowing terminaticn of tne Sreananay | remain valid for 42 days

your cars. M v
. 8. W you recsive medical care from civilian sourm andsuch | _eo th:'dixlz\:m o;‘ a‘x&"’}us \aing in the h x | cont s NAL.‘»
::slnnd o m:"’G::" i “‘h" under O:Dm e . it wil be shallbova for the infant in the same | hospmlforupto 15 dayufur
Y 0 the the mother’s discharge. Beyond this 15 day limit, the ben must
gemm. provided such care is not obtained in & facility which requast the issuing fadiity to make 3 determination on the wa?nbuhty
mm’"""&" and treatment practices on the basis of | o5'care for the intant and to issue an NAS for the infant if the

ong requirements of these instructions are met.
b. M you receive medical care from civilian sources and it is

determined that all or part of the care is not authorized under c. It an active duty service member gives birth in a civilian

CHAMPUS, RNMENT nauthor| hospital and there are charges for the care of the infant, an NAS -s
care. the GOVE ENT WILL NOT PAY for the unauthorized required for the infant if mgn:'fam’s shusforfour or more da?
i that point, the infant is considered to be a new CHAMPUS gnble
_ & The determination of whether medical care z:u receive patientin his or her own right.)
from civilian sources is covered under CHAMPUS can not be made at

this time because this determination depends, amon% other thmgs, . d. _if you do not use this form within 30 days, or if you have
upon the care you actually receive and not upon st about the of the form, you shouid ¢check with
regarding your condition or diagnosis made on this form. rlocs) Health Benefits Advisor (HBA) prior to your admission to the

tal. tf this form, iform
3.  This form must be &mm with ;our Uniformed Services s.mmm,f,‘.’c“.,"s.",ﬁ,.‘:,.’u;,.“."y"‘ return it to the issuing Un ed

;deuﬁﬁatan an‘g Privilege Card when you n:gzldm n‘a:dog‘l f?n

or your claim ﬂ“‘”‘ YOu must be en In the nse 6. If you havt further ions regarding this form or your

Emoﬂm.m Eligibility Reporting System (DEERS). zmpuzh c" ;3‘; s &f |nm|k “m:?,o“,' |g°| Health n{f:«:
This form vested 1,0,,. visor, the CHAMI iscal Intermediary for r area, or t

et ' s valid :‘" :’ mm 's,mq and {“nd Provider Relations ommra!v, ice of CHAMPUS,

tacility in ﬂ‘IB area. Avrora, Colorado 80045-6500.

© 5. An NAS shall normally be valid only for a hospital admission | | HAVE REVIEWED AND UNDERSTAND THE ABOVE INSTRUCTIONS
within 30 da ofvsuamfortin ialty code noted on the NAS.

1t witl nmaﬂn valid from the date o admm until 15 da aftcr
Marqe any other required treatment that is directly refated to
the original with the f g excep PATIENT'S SIGNATURE

INSTRUCTIONS FOR COMPLETING DD FORM 1251
This form can be issued on| ’y in accordance with the provisions of 3. Codes (Cont'd)

DoD! 6015.19, “Issuance of Nonavailabili St-temcnts. as N . L
implemented b thc issuing facility’s host ?omce (AR 40-121, 06 Diseases and Disorders of the Digestive System
NAVM 6320.3, AFR 168.9, PHS General Circular No. 6, 07 Oiseases and Disorders of the Hepatobiliary Systam and Pancreas
CGCOMDTINST 6320.11b, NOAACO. ) 08 Diseases of the Musculoskeletal System and Connective Tissue
The issing officer or designee should brief the recipient on the 09 Diseases of the Skin, Subcutaneous Tissue and Sreast
o to the P&ﬂen& oEn R;M "m ﬁu?u form. Hmr, if m 10 Endocrine, Nutritiona! and Metabolic Diseases
patient is not enrolled in . 8 S reason ieve 11 Dise: Disorde i
pat.hnlt“ tlhi:t tht d-m“::c'll‘ not b: <ons;dor:dﬁtnlm:m ngﬁkg 12 D“::::: Duordc::;m sgmm;xm
enroliment is compiete. 13 Diseases and Disorders of the Female Reproductive System
14 P thneh
f this NAS is b"“’ issued retroactively (after the date the patient 15 Nmmwot::;m% Cartain Conditions
was sdmitted to hm').tfnlmmmdignsdmmﬂumb«, AT .
Wlotk 1, must be batween 900 and 999 and an explanation provided in Originating in the Perinatal Period
Block 7, “Remarks.” if this condition i not met, the CHAMPUS Fiscal 16 Diseases and Disorders of the Blood and Blood-Forming Organs
Iﬂhmndmy will reject the daim. and immunologica! Disorders
, ' 1. Enteran NAS Number. 17 Myeloproliferative Disorders and Poorly Differentiated
- et atadiesl tnk in Neoplasms
e s e he ! 18 nfectious and Parasitic Diseases (Systemic or Unspecified Sites)
19 Mertal Di and D
- The next four digits reprasent the date the form is issued. o )
mam&«namn plus the Jullan Date. (For 20 Alcohol/Drug Use and AloholDrug d Organic Di
mm-rh. if the date 15 1 January 1983, these digits would be 21 Injuries, Poisonings, and Toxic Effect of Drugs
8001 22 Burns
- The final three digits are the fadility sequence number: 23 Factors influencing Health Status and Other Contacts with Health
- Numbers 000 through 899 may be assigned in accordance Services
wlthm st.ho Q instr of g facility’s 60 Pediatrics
rvice.
- Numbers 900 through 999 are assigned to NAS's issued 4a-e. Seif-explanatory.
civiian name » mission 4f. Mark the appropriate box. If “1(2), Yes,” is marked, speci tM
date for which "" NAS appiies in Block 7, “Remarks.” name of the insurance company and the policy number, if availa
2. Mark the appropriate box. Block 7, “Remarks.*
3. Enter the code for the diagnostic oto for which the Sa.Enter the Sponsor's namae. If the r is the patient, enter
NAS sbcing issved from the M "l&. For fui goovaynfommon on “Same.” Sbisseif-explanatory. sponso
nto each Y. It the Diag d Group
(DRG)mmbom Manual. 6a-d. Self-explanatory.
01 Diseases and Disorders of the NmSyst!m 6e.This date should be the same as the date in Block 1, but written
02 Diseases and Disorders of the Eye in YYMMDD format.
03 Diseases and Disorders of the Ear, Nose and Throat
04 Dissases and Disommoﬂhe lesplrmrysmm 7. Enter remarks as required by these instructions and
0S5 Diseases and Disorders of the Circulatory Syste imph ting instructi

DD Form 1251 Reverse, OCT 50
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| Figure 2-1-A-11 Reserved
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Figure 2-1-A-12 Abortion Denial Notice to the Beneficiary and
Participating Provider

Date:
Sponsor’s Name:
Beneficiary's Name:

Type of Service(s):
Date of Service(s):
Sponsor's SSN:

PERSONAL

To:

Dear

The Congress has prohibited TRICARE coverage of abortion service, except where ]
the life of the mother would be endangered if the fetus were carried to term. .

The legislation which limits abortion coverage applies two different effective dates
to groups of TRICARE beneficiaries. For active-duty military dependents, and military |
retirees and their dependents, as well as survivors of deceased military members--except
for the Coast Guard, the Commissioned Corps of the Public Health Service and the
National Oceanic and Atmospheric Administration--the limitation is retroactive to
December 29, 1981.

For dependents and retired personnel of the Coast Guard, the Commissioned
Corps of the Public Health Service, and the National Oceanic and Atmospheric
Administration, the limitation on coverage is retroactive to June 5, 1981.

This means that abortions--except in life-threatening situations--that were
performed after these effective dates, will not be cost-shared by TRICARE. |

Initial review of the claim(s) gave no indication that the circumstances of the
‘abortion would qualify under this exception. Therefore, your claim(s) related to the
abortion performed on must be denied.

If you believe the circumstances of the abortion do qualify under the exception,
you may request a Reconsideration of the denial decision by submitting a written request
for a Reconsideration to this office within 90 days of the date of this notice. Such request
must include a copy of this notice and your statement of the matter in dispute along with
certification from the attending physician that the abortion was performed because the
woman was suffering from a condition that would have endangered her life if the fetus
were carried to term. Additional information/documentation which will support your
claim should be submitted with your request.

2.1.A-15 C-124, September 25, 1998
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Figure 2-1-A-12 Abortion Denial Notice to the Beneficiary and
Participating Provider (Continued)
If you have any questions concerning the TRICARE abortion policy, you are urged
to contact your Health Benefits Advisor (located at the nearest Uniformed Services

medical facility) for more detailed information. You may also contact (Contractor Name
and Address.

Sincerely,

C-124, September 25, 1998 2.1.A-16
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Figure 2-1-A-13 Suggested Format for Information Obtained from
Existing File Data or by Telephone

Date Information Obtained:

Beneficiary Name:

Sponsor Name:

Intemél Control Number (ICN):

Source of Development: ] Existing File Data
Check one block only Name of file or ICN of previously
and complete blank processed claim if data is claim
below that block). specific

| [ Telephone

Name of Person Providing Information

Type of Claim: _
1 Claim Form 2520 [] Claim Form 1500 []UB-92 Jother
Item Completed (Information Obtained)

Initials or Signature of Person
Obtaining Information

THIS DOCUMENT IS TO BE MICROFILMED OR IMAGED AS PART OF THE CLAIM
RECORD (THIS DOCUMENT MAY ALSO BE MAINTAINED ON AN ELECTRONIC RECORD).
SEE THE OPM PART TWO, CHAPTER 1, SECTION V.B.2.B.

Privacy Act Statement:

In view of the fact that personal information is being requested from you,
notice is hereby given as required by the Privacy Act of 1974. The
information is requested and maintained under the authority of Chapter
55, Title 10, United States Code, Section 3101, Title 44, United States
Code, and 41 Code of Federal Regulations 101-1100 et seq. The
information is requested to establish or update information to control or
process claims _for payment. Routinely, the information will be used to
determine eligibility for TRICARE benefits, review and approve medical
care as TRICARE benefits, and to determine reasonable charges/costs of
care to be cost-shared under TRICARE. Disclosure of the information is
voluntary; however, failure to provide the information will result in denial
of benefits.
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OPM Part Two

Claims Processing Procedures

| Figure 2-1-A-14 Sample MHS Catchment Area Directory

36535 FOLEY AL z 22 YES
36536 FOLEY AL z 22 YES
36542 GULF SHORES AL z 22 YES
36549 LILLIAN AL z 8 YES
36551 LOXLEY AL z 32 YES
36555 MAGNOLIA SPRINGS | AL z 28 YES .
36559 MONTROSE AL z 37 YES
36561 ORANGE BEACH AL z 15 YES
36564 POINT CLEAR AL z 37 YES
36567 ROBERTSDALE AL z 27 YES
36574 SEMINOLE AL z 14 YES
36576 SILVERHILL AL z 29 YES
36578 STAPLETON AL z 39 YES
36580 SUMMERDALE AL z 25 YES
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OPM Part Two

Claims Processing Procedures

Figure 2-1-A-15 Zip Code File Layout, File Description

2-4 | MTF ID Code
5 | Blank
6-64 | MTF Name
65-66 | State Abbreviation (of MTF)
67 | Blank

68 | Service Branch of MTF:

1 = Army '

2 = Navy

3 = Air Force

4 = Coast Guard

5 = U.S. Treatment Facility

1 | Blank
2-4 | MTF ID Code .
5 | Blank
6-10 | 5 Digit Zip Code
11 | Blank
12-30 | Town Name

31-32 | State Abbreviation of Zip code
33 | Blank »
34-35 | Distance Between Zip Code and Facility (Miles)
36 | Blank
37-38 | Status Code (Included in the DMIS Catchment Area Directory)

39 | New CNA

0 = Yes

1 =No

Blank = Uniformed Services Treatment Facility (USTF) Catchment Area
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OPM Part Two

Claims Processing Procedures

Figure 2-1-A-15 Zip Code File Layout, File Description (Continued)

5 Digit Zip Code

Blank

8-10

1st MTF Attached to Zip Code

11

Blank

12-14

2nd MTF Attached to Zip Code (If Applicable)

15

Blank

16-18

3rd MTF Attached to Zip Code (If Applicable)

19

Blank

20-22

4th MTF Attached to Zip Code (If Applicable)

23

Biank

24-26

5th MTF Attached to Zip Code (If Applicable)

27

Blank

28-30

6th MTF Attached to Zip Code (If Applicable)

31

Blank

32-34

7th MTF Attached to Zip Code (If Applicable)

35

Blank

36-38

8th MTF Attached to Zip Code (If Applicable)

39

Blank

40-42

9th MTF Attached to Zip Code (If Applicable)
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